INTRODUCTION
A decade ago, Roxborough (1995) published a systematic review of research evidence on the. efficacy and effectiveness of adaptive seating in children with cerebral palsy (CP) . Of the eight studies included in that review, the three with the strongest methodology supported the efficacy of some forms of adaptive seating in attaining shortterm improvement in pulmonary function, active trunk extension, and improved performance on the Bayley Mental Scale. Less rigorous studies indicated that certain forms of seating had no effect on reaching, self-feeding, or drinking, but that other seating methods can be effective in improving sitting posture, vocalization, and some oral-motor skills. Because adaptive seating has been one of the most commonly studied interventions for enhancing postural control and postural alignment in children with CP, we have updated and expanded our earlier review to include other physical therapy interventions designed to influence postural control, e.g. balance training, neurodevelopmental treatment (NDT), orthoses, etc. Although an increasing body of research has been published on postural control in children with (C) Brogren, Forssberg, & Hadders-Algra, 2001 ; van der Heide et al., 2004) rather than experimental. In other words, very few studies have examined the effectiveness of physical therapy interventions in enhancing postural control in children with CP. We begin by defining important terms used within this review.
Postural control "involves the control of the body's position in space in order to obtain stability and orientation" (Massion, 1998) . The purposes of that control are to maintain equilibrium and orientation in sitting and standing (Horak, 1992; Shumway-Cook & Woollacott, 1993) . Effectiveness studies assess the "benefits of an intervention as tested under 'real-world' conditions, often using quasi-experimental methods", whereas efficacy refers to "benefits of an intervention under controlled experimental conditions, usually with a control group" (Portney & Watkins, 2000) . A systematic review is "a rigorous and explicit research method that aims to locate, appraise and synthesize the available research evidence pertaining to a specific research question and to evaluate the quality of the studies using predetermined criteria" (Hammell & Carpenter, 2004) .
At a 1990 consensus conference on the efficacy of physical therapy in the management of CP, the improvement of postural control was noted to be a potentially promising outcome of physical therapy intervention (Campbell, 1990 
Study selection
The titles and abstracts of the articles identified were screened independently by the two authors (using abstract screening forms designed for the study) to determine whether they met the inclusion and exclusion criteria for the review. Exclusion criteria were set for co-interventions (medication or surgery) that might have influenced the outcome and duplicate reports of studies. Inclusion criteria were set for the following: (Sackett et al., 2000) more recent levels of evidence were used to grade the strength of the evidence contributed by the study design from Level (strongest evidence) to Level V (weakest evidence) (see Table 1 ). An earlier version of Sackett's levels (1986) was used to rate the strength of the evidence for physical therapy interventions at the 1990 consensus conference (Campbell, 1990 ). These levels have been reported in subsequent reviews of interventions, such as physiotherapy (Siebes et al., 2002) and botulinum toxin (Boyd & Hays, 2001) for children with CP. The main difference between the recent and earlier evidence levels is the addition of systematic reviews and the creation of a subcategory option within each level. For the present review, the main category levels were used only for the group studies. A parallel evidence hierarchy, developed for evidence summaries conducted by the American Academy of Cerebral Palsy and Developmental Medicine (AACPDM), was used to rate single subject designs (see Table 2 ). Both reviewers independently extracted data from all included studies and resolved the discrepancies in data extraction by consensus.
Study quality assessment
The quality of the reported studies was assessed using the AACPDM Quality Assessment Scale (Butler C, 1998) . This seven-item scale was developed for use with the wide range of study designs that are encountered in research in the area of developmental disabilities and has been used in reviews of interventions, such as neurodevelopmental therapy, conductive education, and adductor releases. A point is assigned for a positive response to each item. Scores are interpreted as Strong (6 or 7), Moderate (5), or Weak (4 or less). The reliability of this scale has not been reported, but the two reviewers independently applied the quality assessment criteria, discussed disagreements, and resolved their disagreements by consensus.
AACPDM Study Quality Scale
The conduct of the study is judged as Strong ('yes' score of 6 or 7), Moderate ('yes' score of 5), or Weak ('yes' score of < 4). The seven criteria for judging the quality of each study are presented in Table 3 . The 12 included studies comprised 10 group design studies and two single-subject studies.
Except for the two studies by Myhr and colleagues (1991, 1995) , all examined unique interventions and included a somewhat different mix of participants (see Table 4 The study quality scores ranged from 2 to 7, with a median score of 5.5 and a mode of 6 (see Table 3 ). Sixty-seven percent of the studies achieved a moderate or high quality score. A variety of postural control outcomes were addressed across the studies and a number of investigators explored additional outcomes, such as upper limb function, goal performance, and toy engagement (see Table 5 ). Barry (1996) , "Clinicians have a responsibility to be familiar with current research and apply scientific evidence to their practice." Systematic reviews of efficacy and effectiveness studies provide an ideal model for clinicians to familiarize themselves with current research and to apply that evidence to their practice. In the area of postural control, the majority of studies have been observational, descriptive, or predictive, rather than experimental. Although these types of studies are critical to our basic understanding of postural control in children with CP, they fail to answer the question of greatest importance to clinicians: Does my treatment make a difference?
As was true in the earlier review on postural control (Campbell, 1990) (Myhr & von Wendt, 1991; Reid, 1996) , moderate-duration intervention (Washington et al., 2002) , and persisted into the three-year (Pope et al. 1994) and five-year (Myhr et al, 1995) (Sackett, 1986; Sackett et al, 2000) has modified his levels of evidence in the interim. Three studies examined the effect of interventions comprising externally generated movement on development of postural control (Butler P, 1998; Kuczynski & Slonka, 1999; Shumway-Cook et al, 2003) . In a Level II single-subject study, Shumway-Cook and colleagues (2003) (Westcott & Burtner, 2004) incorporating practice in reacting to external perturbations with high repetitions.
Two studies examined the effects of lower extremity orthoses on standing balance (Kott & Held, 2002; Wesdock & Edge, 2003) . Wesdock and Edge (2003) (Butler & Darrah, 2001 ).
The present, review has several limitations in addition to the one mentioned previously. As only English language articles were included, the review is likely not a complete picture of the available evidence for this topic. Because the review was limited to research papers that had been published, studies that have been conducted but not submitted or accepted for publication may also have been missed, and therefore the conclusions could be affected by publication bias. Publication bias is the tendency for researchers or publishers to submit or publish articles based on the direction or strength of the results (Dickerson, 1990 
